Study objective-The aim was to provide benchmarks by which to judge the success Conclusions-The reaggregated marital status forecasts of mortality provide an upper boundary which future observed mortality should not cross if primary and secondary prevention measures are working effectively. The method allows swift comparison ofobservation with expectation and therefore the rapid evaluation of the overall performance of preventive strategies.
Opinion varies about the success of the cervical cancer screening programme in Britain, but there is sufficient concern that it is not as effective as it should be for there to have been recent major changes in its organisation and management. 1 2 However, there remains the problem of evaluating the programme's efficiency and effectiveness. Various qualitative and quantitative methods have been proposed, with more or less applicability to the local and national situation, and with more or less monitoring potential, ie, the ability to evaluate recent rather than historic performance. 3 We propose here a further approach to monitoring national performance which predicts the future mortality (or incidence) that would be expected on the basis of trends to date and allows a timely comparison of this expectation with observed mortality (or incidence) in due course.
Any prediction of the burden of cervical cancer must take account of the strong variation in risk of the disease among women born in different generations. A previous prediction of mortality for 1986 among all women in England and Wales, based on age and cohort trends from 1950-83, was found to overestimate the deaths actually observed in that year by 5-64°. However, this analysis did not take into account that cohort and period trends in mortality by age and marital status are known to be very different. We therefore investigated the effect on predictions of mortality over the longer term among all women, of separately forecasting death rates among the single, married, widowed, and divorced, and recombining them using the government actuary's population projections by marital status to produce a reweighted expected total for all women.6
Methods
We fitted a log-linear model containing terms for age, period, and cohort to cervical cancer mortality data for England and Wales obtained from the Office of Population Censuses and Surveys, using five year periods from 1959 to 1983 and five year age groups from 20 to 69 years. We used data below age 70 years because cause of death is more accurately stated there. Although 1950 is the first year for which deaths from cervical cancer are recorded separately from those for other uterine cancers, 1959 is the first year for which cause specific mortality by marital status is readily available. The fitting was done for all women, and for the four separate marital status groups (single, married, widowed, divorced). We used the age-period-cohort model and the agecohort model7 to predict mortality for 1984-88. We tested whether recombining the separate marital status projections would give a prediction closer to the observed mortality rates than would the simple projection for all women regardless of marital status. Finally we predicted deaths from 1989-2003 using data from 1959-1988 and the relevant population projections.
Results
The figure shows the pattern of mortality by marital status over the period 1959-88 when fitting the age distribution for all women and separate cohort effects only for each marital status group. The experience of single women is markedly different from that of women who have been married. The cohort experiences of the latter follow the same general pattern but their absolute mortality rates differ in a relatively fixed relationship until the generation born around the time of the second world war. From around that time onwards, succeeding generations of women experience increasing risk, irrespective of marital status. Table I shows the results of predicting mortality in 1984-88 using the 1959-83 data in both an age-period-cohort model and an agecohort only model, for all women and for recombined marital status groups. With both models the recombined marital status total gives a somewhat lower figure in closer agreement with observed deaths, and the age-cohort model is a Table II shows the results ofpredicting average mortality for the five year periods, the mid-years of which are 1991, 1996, and 2001, using all the data from 1959-88 and the relevant population projections, once again using both age-periodcohort and age-cohort models for all women and recombined marital status groups. An increasing proportion of deaths at younger ages is evident in each prediction and the age-cohort model predictions are always lower than corresponding ageperiod-cohort predictions, though the differences are small. 1996  2001  1991  1996  2001  1991  1996  2001  20-24   10  10  10  3  3  4  10  10  10  3  3  4   25-29   37  52  54  51  63  69  35  52  52  49  61  66   30-34   112  103  147  107  149  182  110  101  145  105  146  176   35-39   158  227  210  158  218  311  155  224  206  153  210  301  40-44   215  248  358  211  235  324  212  246  352  205  228  311  45-49  165  277  323  161  270  296  165  275  319  159  264  287   All under 50 697  917  1102  691  938  1186  687  908  1084  674  912  1145   50-54   136  185  311  135  180  302  136  184  307  134  177  297   55-59   123  131  178  125  130  173  122  130  176  124  129  171   60-64  160  122  131  166  127  129  160  122  130  166  126  127  65-69  228  146  112  229  156  119  229  147  112  231  156  119   All under 70 1344  1501  1834  1346  1531  1909  1334  1491  1809  1329  1500  1859 200- < 50-
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of screening and changes in sexual behaviour already. However there may be potential for more accurate future estimations that take account of any consistent divergence between observation and expectation in this way over time.
Predictions based on the different trends in rates in subgroups of the population should prove more accurate than crude predictions for the whole population. We have no reason to believe that the prediction of trends in risk factors and hence future mortality will be more or less robust in the marital status subgroups than among all women combined. In effect therefore, we are standardising for differences in the mortality rates and the trends in these rates in these subgroups and for changes in population structure which will give these subgroups more or less social weight. 
